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CHAPTER I 
INTRODUCTION 
Statement of the Problem 
Gerontology is the scientific study of the aging. 
i 
I 
I 
i 
Geriatrics, a subdivision of gerontology, is the branch 
medicine which deals with the physiological problems of 
persons. 1 
of II 
older I 
Today, persons above age sixty-five constitute eight 
I II and one half per cent of the total population, or fourteen 
, million two hundred thousand, and by 1975 the size of this 
I 
i 
I 
group will probably stabilize at between nine and ten per , 
cent of our population. Since 1900, the sixty-five and over I 
age group has increased from about three million to more thanl 
I 
fourteen million, and it is again estimated that by 1975, 
there will be twenty-one million people over the age of II 
II 
sixty-five in the United States, out of a total of two hun- 11 
II dred twenty million. 2 I 
II These population changes have come about chiefly be- I 
cause of a more rapidly declining death rate. Some of the 
important factors contributing to this have been the advances 
1Hugh Leavell, 
tor and His Community, 
2Trends in The 
Morris Zelditch at the 
Service, May 24, 1957. 
M.D., Preventive Medicine for the Doc-
P• 246. 
It Care of The Aged, paper delivered by 
1 National Conference of Jewish Communal~ 
I 
1 
2 
-· - =· ==~====lf=== 
if in medical science, bigher living standards, and more wide-
11 
I 
I
I 
il 
I 
I 
I 
I 
I' 11 
I 
spread education. 
So many of the aged have now reached their seventies, 
eighties, and nineties that the number among them who are 
seriously handicapped by virtue of mental and 
rioration is much greater than it used to be. 
security, both economic 
physical dete- , 
Worry over in-11 
and social, is a strong factor in the 11 
causation of disability from poor health 3 I' 
Persons past sixty-five years of age.have the highest I 
rate of chronic disease and disability of any age 
group. Almost one in every two aged persons has a 1, 
chronic disease or impairment. While they make up 
1
. 
just over 8 per cent of our total population, on any 
given day, they occupy 18 per cent of our general 
hospital beds and 80-90 per cent of the beds in nurs-
ing homes.4-
Chronic diseases are not limited to older persons, 
I 
yet because they are more common in older people, the care ofl 
1 patients with chronic diseases and disability is the foremost// 
II I 11 medical problem in our aging population. The annual frequen-1 
II I 11 cy of illness among the sixty-five and over age group is 1 
'I I I, three to four times that among the population at large. It /1 
,
1' ., is also recognized that illness among the aged lasts longer II 
than among the population as a whole.5 
3Ibid, 
4
commonwealth of Mass., Report on the Special Commission 
on Audit of State Needs, Health Needs and Services, p. 88. 
5Joseph F. Fazekas, M.D., The Total Patient-Care Approach 
to Chronic Illness, Public Health Report, vol. 67 (May, 195~, 
p. 421. 
--
I medical. 
But the problem is economic and social, as well as 
Some of the social consequences of chronic illness 
i 
I 
I 
I 
II 
II 
I 
II 
I 
I 
i 
include long periods of invalidism, 
and economic life, and dependency. 
disruption of personal 
Lack of economic security[ 
has been an important factor assotiated with psychological 
difficulty. Proper living arrangements and housing consti-
I 
tute great problems for the older age groups. Unsatisfactory! 
accommodations and enforced dependency are also important 
factors in creating disability through poor mental health. 6 
Thus, prolonged illness is not only a large social II 
problem, but one with medical, emotional, and economic impli-~ 
cations combined. 
Discouragement, fear of recurrence, defeat of plans 
and hopes for the future, economic insecurity, low-
ering of standards, exhaustion of savings, mounting 
debts, the recognition of the ever diminishing hope 
for the future, all of these are frequent concomitants 
of prolonged illness,? 
I 
I 
The ever-mounting costs of hospitalization poses manyj 
problems. Canfronted with the realization of the cost in- I 
volved, and often unaware of the resources available to him 
in the community, the patient may decide that it is impos-
sible for him to finance such care, Financing medical health 
services for the aged is a particularly pressing problem, 
The average cost of medical care for those age sixty-five and 
~ranees Upham, A Dynamic Approach to Illness, p. 87. 
7Minna Field, Patients Are People, p. 42. 
3 
over is far higher than for the general population. Among 
the aged as a group, those most likely to need health ser-
vices are often the least equipped to pay for them. 8 
We must continually be aware of the implications of 
chronic illness. 
Whether the patient is to remain confined to his bed 
in an institution, or can return to his home as an 
invalid, or even be able to function more or less in-
dependently; whether the need is for constant, fairly 
intensive medical supervision, or merely periodic 
checkups, the illness remains with him and he must 
live with it • 
• • • attention to the patient's social and emotional 
problems bears rich returns
9
in better response to the 
medical treatment provided. 
"Aging is a composite of physiological, psychologica 
and sociological changes •••• 1110 Greater knowledge of the 
patient as a person is needed in hospital practice in order 
to improve the quality of medical care. Various types of 
illnesses present specific problems, which are determined not 
only by the medical treatment of each disease, but also by 
the social and emotional disturbances which tend to be re-
lated to them. 11 
8commonwealth of ~~ss., op. cit., p. 89. 
9Minna Field, op. cit., p. 131. 
10clark Tibbitts, "The Aging," Social Work Journal, 
vol. 2 (January, 1957), p. 41. 
11c. Canby Robinson, The Patient as a Person, pp. 
390-393. 
4 
Purpose of the Study 
The general purpose of this study is to obtain know-
i' ledge about our geriatric population as seen in the New Eng-
f. 
jlland Center Hospital. 
11 has been recognized in the literature; however, this dynamic 
The concept of the patient as a person 
I! 
l
'i approach is relatively new in actual hospital practice. The 
1
1 need for further research, especially with our geriatric pop-
11 ulation, has been clearly indicated in this area. As has been 
.I 
I' 
,! said earlier, "· • • attention to the patient's social and 
II II 
i! 
emotional problems bears rich returns in better response to 
the medical treatment provided,n12 This study, therefore, 
seeks to obtain such information by describing the geriatric 
patient from a three dimensional point of view: an analysis 
of the social, medical, and emotional factors, as well as a 
description of the role of the medical social worker. To ob-
tain this information, this study will seek the following ob-
jectives: 
1. To describe the medical and social factors involved in 
treatment and planning for a group of twenty geriatric patiaE8 
" treated at the New England Center Hospital. 
;I 
ii 2. To describe the meaning of illness to these patients. 
II 
'1 3. To describe the roles and attitudes of the patients' fami-
1 
1 lies in relation to the total treatment plan. 
rl 
'I 
I! I 
II 
12wunna Field, op. cit., p. 131. 
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6 
-~=~=~~~~"""='='=~~ -- =~ '~~~~~~-=~==-,~=·='- -~ --- "-~ ---- -- ---·---------- -
- -- ·-·---- - --~----- ... ----I: 
II 
~~ 4. To describe the role of the medical social worker • 
. ! 
I' 
,! 
•I ,, 
Justification of Study 
This study was undertaken for both general and prac-ll 
I, 
1, tical considerations. As previously seen, the literature has 
il 
II, ,, 
,, 
shown that the number of people in the United States aged 
ii li sixty-five and over has been on the increase, and projective 
II statistics (see Appendix A) point to an even greater increase 
,, 
1: in our geriatric population. It is also known that people in 
I' jl 
11 this age group have a higher incidence of chronic illness and 
II! .. disability than any other age group. Because of the economic, 
!J I! social, and medical implications of these facts, it is hoped 
li 
'I that this study will contribute to a broader understanding of 
i: II 
1
: the hospitalized geriatric patient, and that it will be of 
II., some contribution to the staff of the New England Center Hos-,, 
I' 
,1 pi tal in its continuous endeavor to provide the most effec-
11 
li ti ve services for its patients. 
!i !: 
,, 
'.\ 
Method of Procedure 
This study is based upon analysis of twenty patients 
II 
ii 1 known to the Social Service Department of the New England 
I• II 
The criteria for the selection of the total 1! Center Hospital. 
i[ population was that the patient be aged sixty-five or over, 
I
I 
 admitted as a house patient, and whose first referral to the 
li Social Service Department was within the period extending 
'I I, from October 1, 1958 to September 30, 1959. This past year 
!I 
- ~:-Ji=~: :=:~ .. ·:-~:==~~-=,,~=·"~=-:=' = ~~"'=~--===-=,,== =~~~ 
q 
!i 
/I 
II 
I' 
c,---~+=co• ""-""------=-cc,~=~~-=-~ -cc=~~---,-~, o.•=-===••==•:-•= 
!; 
,: 
i. was chosen as it was felt that it would represent the most 
I 
I: current trends in lHedical-social treatment and planning. 
r: 
I! ii Ths first step in the selection of a sample for the 
r: 
il study was to consult the yearly statistical records of the 
I 
I! Social Service Department in order to obtain the total popu-
li 
'' lation of cases that met the previously mentioned criteria. 
il 
!i Each of these cases was then listed alphabetically. Catego-
1: 
ij ries were then set up according to each letter of the alpha-
11 
J! bet that was represented, and all of the patients whose last 
names began with the respective letter of the alphabet were 
q then placed in each category. li There happened to be twenty 
1: 
'I I, 
1: 
d 
such groupings, and, therefore, the first patient in each al-
phabetical grouping was then selected to comprise the total 
sample of twenty patients. This procedure of sampling was 
used as it was felt that representation from all alphabetical 
groupings would prevent possible bias in favor of certain 
ethnic or nationality groups. Because the total year's re-
cords were used, a representative sample of social workers, 
medical services, and diagnoses was achieved. 
Method of Data Collection 
The cases selected for study were to be evaluated by 
7 
:::::.·.- -· --- .. 
a schedule (see Appendix B) which was devised to obtain infer-
mation relevant to the questions discussed in the section on 
l1 Purpose of the Study. The material for this study was ob-
I! tained from three major sources: 
-·~·-t,.--,.---, ·•---~ -•••=-•~~" -~,,-,,,, ==co--,---==•--•=---= ,,,_ ==co-.• 
II 
II I 
I 
==+-~--,~~==~"='· ·-· li ==··· II 
I 
il 1. The patient's social case history as recorded by the medi-
cal social workers was used as the source for the following 
information: identifying data, socio-economic data, emotional 
!; 11 factors, referral to Social Service, and casework activity. 
!i 
li 2. The patient's medical record was consulted in order to ob-
H 
li tain the diagnosis, prognosis, length of hospitalization, med-
1
11 ical recommendations, and physical conditions. 
,! 
1/ 3. Interviews were held with the social workers who carried 
1 the cases in order to supply information which had not been 
I 
II J 
li 
:: ,, 
I 
I 
tl 
I! 
II 
!I 
!! 
I: 
II 
i! 
Ji 
li 
J 
recorded elsewhere. 
Limitations 
Although the cases studied are representative of the 
geriatric patient in the hospital, the number of patients se-
lected for study is a limiting factor in itself. Secondly, 
for practical and economic reasons, the content of social case 
recording was frequently quite brief and selective and hence 
many of the responses described in the study, particularly in 
the chapter on emotional data, are similarly brief. 
:: 
,, Hospital Setting ii il 
,, The New England Center Hospital, a unit of the New 
II 
I' 
,1 England Medical Center, is a voluntary, non-profit institu-
J! 
,j 
11 tion. It was first established as the Pratt Diagnostic Hos-
ll pi tal, and is now a general hospital which includes the Pratt 
Clinic and Hospital, Farnsworth Surgical Building, and the 
8 
- -···- . -. ~·-=::--: _ _.:-.-
II 
II 
li 
" 
9 
0==+--~~~======~~~o~-===="=~~ "'~-''''' -.=c=-~= -'"'-''·'~'~- ----,'"'-'~=-=---·~''' -I Ziekind R"eareh Laboratories. It ie a refe=al eenter for 
1! all types of diagnostic, medical, and surgical cases. In ad-
jl dition to its service to its patients, the hospital conducts 
' a program of medical education and actively participates in 
II 
'I 
both basic and clinical medical research. 
Social Service is an integral part of the hospital's 
total medical care program. It is available to all 
patients regardless of their economic status, whose 
environmental, social, or personal problems may com-
plicate or obstruct the diagnosis or treatment of 
their disease.l3 
The Social Service Department consists of three pro-
I fessionally trained full time social workers, one of whom is I 
I': 
I II 
I 
li 
II 
ii 
!I 
II 
II il 
,, 
li 
\ 
the executive director in addition to her casework responsi-
bilities in the 215-bed hospital. 
13The House Staff Manual 
Hospital, May, 1956, Section 34, 
of the New England Center 
P• 1. 
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CHAPTER II 
DESCRIPTION OF THE PATIENT GROUP 
Identifying Data 
The first section of this chapter will serve to de-I II 
II scribe the patients studied in terms of age, sex, religion, 
II I' nationality, and marital status in order to present a general 
:I 
11 picture of the physical characteristics of patients in this 
II i' age group • 
. I 
jl II Age 
·I As stated previously, this study is limited to a ran-
II dom sample of twenty patients aged sixty-five and over. The 
I age range of the patients studied was from sixty-five to 
.I eighty-one. Table 1 shows the age distribution. 
II 
i 
I 
j 
Age 
65 - 69 
70 - 74 
75 - 79 
80 and 
TABLE 1 
AGE OF PATIENTS 
Number of Patients 
over 
Total 
7 
7 
5 
1 
20 
It can be seen that the largest number of patients 
'I I. 
4-J 
ii 
i' 
11 Sex 
I' 
II 
fi 
II 
il 
li 
!: ,, 
i! 
II 
I 
I 
i' I il 
I' 
.I 
II 
:I 
'I 
lr 
Of the twenty patients studied, eleven were males and 
nine were females. Table 2 shows the age in relation to sex. 
TABLE 2 
AGE AND SEX OF PATIENTS 
Age Number of Number of Total Males Females 
65 - 69 3 4 7 
70 - 74 3 4 7 
75 - 79 4 1 5 
80 and over 1 0 1 
Total 11 9 20 
li 
1: The largest number of both male and female patients 
The aver-
l
li
1
: fell in the sixty-five to seventy-four age group. 
age age of the male patient was seventy-three, and the aver-
age age of the female patient was seventy. 
Religion 
' li 
11 Fifty per cent or ten of the patients studied were of 
il 
I' the Protestant faith. Thirty per cent of the patients were 
Catholic. Three patients were of the Hebrew faith and one 
patient was Greek Orthodox. The religion of the patients ac-
11 cording to sex is shown in Table 3. 
,I 
i' 
'I 
I 
II 
I' 
II 
11 
12 
·-· ---- -·-------~- ------
---· -·---·-····-·· -----.----· 
TABLE 3 
RELIGION AND SEX OF PATIENTS 
Religion Number of Number of Total Males Females 
Protestant 5 5 10 
Catholic 2 4 6 
Hebrew 3 0 3 
Greek Orthodox l 0 l 
I 
II 
li 
Total ll 9 20 
ii Nationality 
I' t! 
il i! 
II 
!I 
!I 
II 
I' 
il 
II 
II 
II 
li 
I 
il 
" I! 
I 
One half of the patients studied were American born, 
and the remaining were rather evenly distributed, according 
to place of birth. It was interesting to note that 50 per 
cent of the patients in this study were foreign born. Nation-
ality and religion are often ir~portant factors to consider in 
the treatment plan, for an awareness and understanding of the 
cultural and religious preferences of the patient may well 
pave the way for a more meaningful plan. Table 4 shows the 
nationality in relation to sex. 
TABLE 4 
NATIONALITY AND SEX OF PATIENTS 
Nationality Number of Number of Males Females 
American 5 5 
Italian 0 1 
Greek 1 0 
Dutch 0 1 
Lithuanian 2 0 
Russian 2 0 
Canadian 1 1 
Irish 0 1 
Total 11 9 
:Marital Status 
J 
" 
Total 
10 
1 
1 
1 
2 
2 
2 
1 
20 
The marital status of a patient is often a key factor in! 
planning. In many instances the spouse of a patient may be of; 
great assistance in making discharge plans. Where there is no, 
spouse, relatives or children may be of equal value. In this , 
study, the majority of the patients had families whom the 
medical social worker could contact. Thirty-five per cent of 
the patients were married and thirty-five per cent were wi-
dowed. The remaining thirty per cent were single or divorced., 
Table 5 shows marital status in relation to sex. 
13 
~=~-==~=-c-
1, 
-. _,::;:. 
Marital 
Status 
Married 
Widowed 
Single 
Divorced 
Total 
TABLE 5 
MARITAL STATUS AND SEX 
Number of Number of 
Males Females 
5 2 
2 5 
3 1 
1 1 
11 9 
Socio-Economic Information 
Total 
7 
7 
4 
2 
20 
This section will describe some of the physical and 
social factors that are important to consider in the total 
treatment plan. Such factors which may influence the plan 
are the types of residences and living arrangements of the 
patients prior to hospitalization, occupation, and source of 
income. The emotional components of illness will be discusse~ 
in a later chapter. 
Type of Residence 
The type of residence of the patients prior to hospi-
talization are shown in Table 6. 
i; 
q 
'I 
14 
_ ""'ocf'=~~",-c~~'" 
.i 
TABLE 6 
TYPE OF RESIDENCE AND SEX 
Type of Number of Number of Total Residence Males Females 
Own home 4 3 7 
Apartment 3 6 9 
Rented room 3 0 3 
Other* 1 0 1 
Total 11 9 20 
*One patient, a semi-retired psychiatrist, lived 
on the grounds of the institution in which he 
had practiced. 
The majority of the patients lived in apartments. The 
next largest group lived in their own homes. Three male pa-
tients had rented rooms in boarding houses. 
Living Arrangements 
•• 
•I 
., 
,I 
In many instances, when medically feasible, it has been : 
felt that patients might benefit more by convalescence at 
home in a familiar surrounding than in a strange setting such :1 
I 
as a nursing home. Whether there are people in the home who 
can give adequate care to the patient will, of course, influ- ;; 
ence the decision. An evaluation of the home situation and 
mode of living then becomes an important task of the medical 
social worker in the course of planning. The living arrange-
ments of the patients prior to hospitalization are shown in 
Table 7• 
. - ·-·- ·=== 
15 
i 
. -- _;t-- . -·- -
- 1L-
TABLE 7 
LIVING ARRANGEMENTS AND SEX 
Living NUlllber of Number of Total Arrangements Males Females 
Alone 5 4 9 
With spouse 5 1 6 
With spouse and 
children 0 1 1 
With children 1 0 1 
With relative 0 2 2 
With friend 0 1 1 
Total 11 9 20 
It can be seen from Table 7 that the largest nUlllber of 
patients in this study lived alone. The next largest group 
lived with their respective spouses. One female patient liveq 
alone in an apartment in the same house as her daughter and 
son-in-law. Two female patientti ~ived alone despite the de-
sire of their respective daughters to have the patients join 
them. Another female patient lived with a friend. One woman 
lived alone, by preference, due to strained relationships 
with her daughter. One woman lived with a sister to whom she 
was very devoted. Only one woman was living with only her 
spouse. Another woman lived with her spouse and children in 
the latter's home. One woman, a widow, lived with her widoweOJ 
1: 
sister. With the exception of two cases, the family relation-!; 
ships, despite the living arrangements, were positive. 
Four male patients lived alone with their spouses. 
! 
•I 
i! 
i 
The! 
16 
fifth male patient lived with his spouse downstairs from a 
married daughter. One man lived alone at the institution 
where he had worked prior to hospitalization. Four of the 
male patients who lived alone had no close immediate family: 
three were single and one was divorced. One man lived with 
his two single sons and a si12gle daughter. The family rela-
tionships here were similarly positive. 
Occupation 
All of the patients were retired and at home with the 
exception of two male patients. One man did some part time 
work in the family furniture business, and the second man was ,' 
employed as a p,s;,-chiatrist. 
Source of Income 
The source of income is one of the major factors in 
planning. As the literature has shown, the people in this 
age group are the least able to afford the cost of medical 
care. The availability of funds, therefore, often becomes a 
limiting factor in the carrying out of the treatment plan. 
It is frequently necessary for the medical social worker to 
seek additional financial resources to help meet the patients'! 
needs. In cases of prolonged illness, the need for financial 
assistance on a long term basis often becomes more acute. 
Table 8 shows the primary source of income of the patients 
studied. 
18 
:j 
··· ~ · •··· oc:":=·~c·o, 
TABLJ!l: 8 
SOURCE OF INCOME AND SEX 
Primary Source Number of Number of Total of Income Males Females 
Social security 9 3 12 
Family support 0 3 3 
. Job income 2 0 2 
Pension 0 2 2 
Public assis-
tance 0 1 1 
Total 11 9 20 
of :i The data on this item indicated that ninety per cent 
the patients studied had to rely on other sources of income 
than a job for their support. Table 8 also shows that over 
fifty per cent of the patients were recipients of Social Se-
" I 
curity; however, eight of these twelve patients had small 
savings to supplement this, and three patients had some type :! 
:I 
of pension in addition, Three patients were entirely depen- ! 
dent upon family support. Two males, as previously mentioned :1 
i! 
in an earlier section, were semi-employed prior to hospitali- !i 
H 
zation. The two female patients receiving a pension were 
,. 
both retired registered nurses. One female patient was a 
li 
re-i! 
:I 
cipient of Old Age Assistance. 
Half of the patients did have :i some type of hospital in- ii 
!I 
surance. However, such coverage is usually exhausted within ii 
" ;! 
the course of the hospitalization, and with the incidence of!; 
chronic illness peculiar to this age group, these patients I 
===~==·· ...... -· _. :=~-~~==~,·--= I 
" !! 
==-· 
may be left unprepared financially for the future. Even the 
small savings held by some patients will be absorbed into the 
rising costs of medical care. 
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CHAPTER III 
MEDICAL INFORMATION 
Introduction 
This chapter will describe the patient in terms of the 
second dimension in our understanding of the patient as a 
person: an analysis of the physiological factors involved in 
illness. As the literature has shown, the people in this age 
group have a higher incidence of chronic illness than any 
other age group. This necessitates a clear understanding of 
the medical status of the patient as one of the prerequisites 
to planning. To accomplish this, this chapter will describe 
the patient group in terms of diagnosis, prognosis, degree of 
disability, physical condition, medical recommendation, length 
of hospitalization, and referral to Social Service. A brief 
description of the major specialty services of the New Eng-
land Center Hospital will preface this chapter. 1 
Diagnostic Service. This is a consultation service for 
the study of diagnostic problems. Patients are referred to 
this service by their family physician and are offered the 
complete facilities of the medical center. The referring 
physician maintains the primary control for the admission and 
later arrangements for his patient. 
1Information for P~ysicians and Patients, a pamphlet, 
Pratt D1agnostic Cl1n1c-~ew England Center Hospital. 
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Medical Servic.e. Patients needing medical care and 
treatment are re£erred to this service or to any one o£ the 
sub-specialty departments within the medical service for ei-
the~ consultation, or £or diagnosis, care and treatment o£ 
specific disorders. Among the specialty services are Alle~ 
Pulmonary, Cardiology, Endicrinology, Hematology, and In£ec-
tious Disease. 
Surgical Service. Patients are referred to this servicel 
£or investigation of or treatment of surgical problems. Pa-
tients may also be referred to surgical specialty departments 
for consultation or for surgery. In addition to General Sur-, 
gery, Specialty Services are Gynecology, Orthopedics, and I 
Urology. I 
Neurological, Neurosurgical, and Psychiatric Service. 
These services are organized as a single department so that 
the physicians may work together in the treatment of nervous l1 
disorders. 
Table 9 presents the number o£ patients in the sample o 
each of the above-mentioned medical services. 
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TABLE 9 
MEDICAL SERVICES UTILIZED BY THE PATIENTS 
Medical Service Number of Number of Total II{Jales Females 
Diagnostic 2 4 6 
Surgical 3 2 5 
Medical 3 2 5 
Urology 2 0 2 
Neurological 1 0 1 
Infectious 
disease 0 1 1 
Total 11 9 20 
Physical Status of the Patients 
The next four items presented and discussed, namely, 
the medical diagnosis, prognosis, state of diseases, and the 
physical condition of the patients, collectively give the 
medical social worker some helpful .indications in the early 
planning with these patients. Such indications are, for ex-
ample, the severity of the illness, whether the patient will 
be in need of further medical treatment at a future time, 
and what kind of post-hospitalization care the patient might 
require, whether it be home care, brief nursing home place-
ment, or permanent institutional care. 
Medical Diagnosis 
The twenty primary diagnoses of the patients studied ar 
presented in Table 10. They are listed topographically 
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,I 
I 
according to a classification of diseases as listed by the 
Standard Nomenclature of Diseases and Operations. 2 
TABLE 10 
TOPOGRAPHIC CLASSIFICATION OF THE TWENTY DIAGNOSES 
Portion of Body 
Concerned 
Body as a whole 
Cardiovascular 
system 
Digestive system 
Endocrine system 
Hemic and lymphatic 
system 
Integumentary 
system 
Nervous system 
Respiratory system 
Primary Diagnosis 
a. Nmmic depressive, de-
pressed type 
a. Arteriosclerotic periph-
eral vascular disease 
a. Adenocarcinoma of sigmoid 
colon 
b. Chronic proctitis 
c. Fecal incontinence 
a. Diabetes mellitus 
a. Agranulocytosis 
a. Carcinoma of breast 
b. Neurodermatitis of legs 
a. Carotid artery occlusion 
b. Cerebral vascular accident 
c. Cerebral vascular insuf-
ficiency 
d. Parkinsonism 
e. Parkinson's disease, early 
a. Bronchial asthma 
b. Pneumonia 
(concluded on next page) 
Number of 
Patients 
1 
1 
3 
1 
1 
2 
5 
2 
2Richard J. Plunkett, ed., Standard Nomenclature of Dis-
eases and Operations, pp. 2-46. 
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Portion of Body 
Concerned 
Urogenital system 
Prognosis 
TABLE 10 (concluded) 
Primary Diagnosis 
a. Carcinoma of bladder 
b. Carcinoma of bladder 
c. ~ephrotic syndrome 
d. Reticulum cell sarcoma of 
pelvis 
Total 
Number of 
Patients 
4 
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Table 11 shows the prognosis of the patients according 
to sex. Although only the primary diagnoses were given in 
the preceding table, the prognoses in Table 11 are based on 
an evaluation of the total medical status of the patient. 
For purposes of clarification, definitions of the terms used 
are given for the reader. The term good refers to a favor-
able prognosis and the term poor refers to an unfavorable 
prognosis. Guarded is usually reserved for those patients 
whose medical condition is such that a definite opinion can-
not be given at that ti:ine; however, it is frequently under-
stood that if an opinion could be made, it would tend toward· 
the unfavorable. 
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TABLE 11 
PROGNOSIS AND SEX OF PATIENTS 
Prognosis Number of Number of Total N~les Females 
Good 3 3 6 
Guarded 4 5 9 
Poor 4 1 2 
Total 11 9 20 
Table 11 indicates that only six of the patients had a 
good prognosis, and that the remaining had both poor and 
I 
guarded prognoses. It would thus appear that the majority 01 
these patients will more than likely be in the need of futur I 
medical treatment and assistance with planning. I 
Stage of Disease 
Definitions of terms used will again be given for the 
reader. An acute disease is one which has a rapid onset, 
demonstrates severe symptoms, is of a relatively short counB, 
and usually not expected to recur. A chronic illness is one 
in which the disease remains active for an indefinite period 
of time, or produces a lasting disability and symptoms, 
Table 12 shows the stage of the patients' diseases according 
to sex. 
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TABLE 12 
STAGE OF DISEASE AND SEX OF PATIENTS 
Stage of Number of Number of Total Disease Males Females 
Acute 1 1 2 
Chronic 10 8 18 
Total 11 9 20 
Table 12 indicates that eighteen out of the twenty pa-
tients studied, or ninety per cent, were chronically ill. 
This was determined by their primary diagnosis. However, 
every one of the patients haa a chronic disease as a secondar 
diagnosis. These findings certainly substantiate the informa 
tion given in the literature on the incidence of chronic ill-
ness peculiar to this age group. 
P~ysical Condition 
Definitions of terms used here are as follows: an ambu-
latory patient is one who is able to walk and get around with 
no difficulty. A bed and chair patient is one who is liEited 
in his activity by requiring assistance with his daily activi-
ties. He usually must spend a portion of his day in bed, but 
is allowed bathroom privilieges. Bed patients require com-
plete care in the bed. Table 13 shows the patient's physical 
condition according to sex. 
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TABLE 13 
PHYSICAL CONDITION AND SEX OF PATIENTS 
Physical Number of Number of Total Condition Males Females 
Ambulatory 6 5 11 
Bed and chair 3 2 5 
Bed 2 2 4 
Total 11 9 20 
Table 13 illustrates that the majority of the patients 
were ambulatory at the time of discharge. A quarter of the 
patients were allowed bed and chair privileges, and only four 
patients were confined entirely to their beds. 
Of the eleven ambulatory patients, eight were to return 
to the clinic either for a follow-up checkup, re-evaluation or 
a specific procedure. A ninth patient was to return for sur-
gery at a later date. A tenth patient was referred for psy-
chiatric treatment and the eleventh patient went directly to 
convalescent home upon discharge from the hospital. 
Of the five bed and chair patients, one was instructed o 
a wheelchair and crutch regime, later to be followed by the 
clinic. Two patients were transferred to chronic hospitals 
for continued long term care, and two patients were to conti-
nue at home on specific medications. 
Of the four bed patients, one was discharged home under 
the supervision of the visiting nurse, and a hospital bed was 
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secured for the patient. The second patient went to a 
home for three weeks. The third patient received physiother-
apy at a chronic hospital. A chronic hospital was recommende 
to the fourth patient, but he did not feel this to be neces-
sary and was thus discharged home to the care of his family. 
The patient, incidentally, did well. 
Length of Hospitalization 
Length of hospitalization is an important factor for two 
main reasons: the resulting economic hardship and the emotion 
al strain. Worry about a growing hospital bill, especially 
for these people we have seen are the least able to handle it, 
causes additional anxiety which may impede the treatment pro-
cess. Possible anticipation of the length of hospitalization 
might give the social worker some gauge as to the amount of 
time needed to make a plan. Table 14 shows the length of hos 
pitalization. 
TABLE 14 
LENGTH OF HOSPITALIZATION 
Number of Days Number of Patients 
0 - 10 6 
11 - 20 7 
21 
- 30 2 
31 -40 2 
41 
- 50 2 
51 - 60 1 
Total 20 
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The length of hospitalization of the patients studied 
ranged from four to fifty-six days. The average stay in the 
hospital was twenty-one and a half days. Ordinarily, patient 
with chronic illnesses require a long or indefinite period of 
time in a hospital; however, when medically advisable, it is 
recommended that the patient who will require such continued 
long term care be transferred to a chronic hospital. 
Referral to Social Service 
Sixteen of the patients were referred to Social Service 
by their physician. One patient was referred by both the pa-
tient's physician and her daughter. Two patients were re-
ferred by a member of the family. One patient was referred 
to Social Service by one of the hospital's clinics, 
Five of the patients were referred by the physician pri-
marily for a social evaluation. One patient was referred by 
her daughter and physician for help in finding psychiatric 
resources on an out patient basis. The remainder of the pa-
tients were referred for assistance with plarilling and conva-
lescent care with both the patient and his family. 
Summary 
The data presented and described in this chapter clearlyl 
pointed out that the geriatric patient suffers from a pro-
longed illness and will probably require repeated hospitali-
zations. The majority of the patients had a guarded prognosi 
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and all of the patients studied had a chronic disease. Upon 
discharge from the hospital, eleven patients were ambulatory, 
five patients were on a bed and chair regime, and four pa-
tients were confined to their beds. Every one of the patiente 
discharged was still under some type of medical care, whether 
the patient was at home, in a nursing home, or in a chronic 
hospital. The average length of time spent in the hospital 
was twenty-one days, or three weeks. The majority of the pa-
tients studied were referred to Social Service for assistance 
with planning with both the patient and his family. 
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CHAPTER IV 
EMOTIONAL FACTORS IN TREATMENT 
Introduction 
It has been clearly indicated in the Introduction that 
illness is not only a physical problem, but one with socio-
logical and physiological implications as well. Some of the 
elements of the first two factors have been described in 
Chapters II and III, and an effort has been made here to focu 
on the third dimension of illness, the emotional factors. Th 
social worker is a key person in the interpretation of the 
meaning of illness to the patient to those working with him i 
the total treatment plan. An understanding of the attitudes 
of both the patient and his family becomes equally as impor-
tant as a knowledge of physical symptoms of the illness in 
order to provide the best plan possible for the patient, both 
while in the hospital and during his convalescent period. 
This chapter will describe some of the emotional factors 
involved in illness in terms of the patients' and fa~ilies' 
understanding of and attitude toward the illness, the hospi-
tal, the social worker, and the plan. 
Patients' Attitudes Toward Their Illnesses 
A knowledge of the patient's attitudes toward his illnes 
is a vital part of social and medical planning. The manner i 
which the patient understands his disease, the prescribed 
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treatment for it, and its implications for the future, may 
well effect his adjustment to it while in the hospital. 
Patient l felt extremely uncomfortable personally as welJ 
as physically about her (fecal) incontinence. She particular-
ly found it difficult to adjust to, being a rigid and compul-
sive person, and was greatly concerned whether her medical 
condition would permit her to lead a normal life, 
Patient 2 was a chronic diabetic who was quite realistic 
about the limitations and demands of his illness, but who alsc 
was somewhat resentful of it because it was a financial burdez 
for him. 
Patient 3, prior to hospitalization, was an extremely 
nervous man, who depended on tranquillizers. In the hospital 
due to his medical condition (agranulocytosis) and the acute-
ness of it, the patient was comatose most of the time. 
Patients 4 (bronchial asthma) and 13 (carcinoma of the 
bladder) were disoriented. 
Patient 5 was chiefly distressed by his difficulty in 
speaking and feared that this lack of ability would make peo-
ple think him unintelligent. The patient did show much for-
titude in his will to get better. This patient had a cerebra] 
embolus. 
Patient 6, a very bitter and resentful person prior to 
hospitalization, was similarly resentful in the hospital. 
This hostility, however, was not solely directed toward his 
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illness (Parkinson's disease), but was partially related to 
his recent retirement. This patient is a psychiatrist. 
Patient 7 was a lonely and frightened woman who easily 
became tearful when discussing her loneliness, rather than he 
illness (neurodermatitis of the legs). 
Patient 8, a cancer patient, knew he had a "tumor" and 
ap:t;eared matter of fact about it. 
Patient 9 was described by her social worker as being a 
very demanding and belligerent person, who however, did want 
to please people. These feelings were not related to her 
pneumonia, but rather were peculiar to her total personality 
as evidenced both prior to her hospitalization, during the 
hospitalization, and after discharge. As an example, the pa-
tient was scheduled to have surgery while in the hospital, bu 
refused such treatment when the time actually came. 
Patient 10, a woman who had had a radical mastectomey, 
was not referred to Social Service until after the surgery. 
It was, therefore, difficult to determine her feelings prior 
to this. However, the social worker felt that the patient 
reacted more toward the lack of use in her arm post-operative 
ly rather than to the actual cancer. The patient did appear 
somewhat depressed. 
Patient 11 became anxious easily and needed constant re-
assurance about his physical condition (cerebral vascular in-
sufficiency). However, he appeared more concerned about his 
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hospital bill. 
Patient 12, a victim of Parkinson's disease, was very 
frightened that she would become paralyzed, although assured 
by her doctor that this would not happen. She appeared to be 
a very lonely and frightened woman who feared her illness 
would make her dependent and a burden upon her family. 
Patient 14 expressed great determination to get well as 
fast as possible. Initially, she had been reduced to tears 
when talking about her illness (carotid artery occlusion). 
During the patient's hospitalization, her brother had perishe 
at home in a fire. Both the social worker and the doctor 
broke the news to the patient, and she appeared far less up-
set than had been anticipated. 
Patient 15 appeared discouraged and anxious about his 
illness (nephrotic syndrome). 
Patient 16 was initially depressed and discouraged and 
took his surgery extremely seriously. However, he had a good 
prognosis and made a good recovery. This patient had chronic 
proctitis. 
Patient 17 was a negative person who seemed preoccupied 
with his illness. This patient had reticulum cell sarcoma of I 
the pelvis and his prognosis was poor. 
Patient 18 was initially depressed. Prior to surgery, 
she feared the loss of her limb, but when actually faced with 
it later, accepted it rather well, and became optimistic abou 
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1 her recovery. This patient had arteriosclerotic peripheral 
vascular disease. 
Patient 19, a manic depressive, presented herself as de-
pressed, yet always took pains with her physical appearance 
I' 
I' and seemed to look more cheerful than she expressed herself. 
She cried often and complained of pain eating away at her in-1'
1 
sides. I 
Patient 20, a victim of cancer, regretted he did not see '
1
! 
medical help sooner. 
It can thus be seen that the attitudes of the patients I 
I
I toward their illnesses varied according to the specific ill-
ness, as well as to the personality of the patient and his 
I 
II 
I 
life circumstances. The most common reactions were those of 
fear, discouragement, and anxiety about the physical burdens 
and limitations of the actual illness. 
~llirny persons are reluctant to relinquish the activ-
ities formerly pursued. They wish to continue 
their work and their pleasures as before, and, in 
spite of an obviously failing capacity, believe 
they are as good as ever,l 
An understanding by the medical social worker of what 
life experiences the patient qrought with him to a period of 
hospitalization, can clarify many of the attitudes these pa-
tients have toward their illnesses. 
1 George Lawton, New Goals for Old Age, p. 96. 
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[ Patients' Attitudes Toward Hospital 
'I II I The patient's attitude toward the hospital and its staff 11 
II often influences his adjustment to his hospitalization. It is'[ 
1
11 therefore necessary to be aware of these feelings so as to 'I 
I sensitively understand the patient's reactions in response to , 
!' 
his particular situation. j 
There were no specific feelings mentioned for four of th 
patients. Two more of the patients were disoriented. Five o I 
I 
the patients expressed positive feelings of appreciation and 
confidence in their doctors. , 
,I Patient 6 was an irritable and bitter man who felt he diJ 
[f not need the hospitalization. He did tolerate it but was I 
1!
1, !; coldly polite on the ward and provoked hostility. II 
Patient 9, a very demanding and belligerent woman, would 11 
not follow orders, such as taking medicine. She frequently j 
I 
I 
I 
I 
incurred the impatience and annoyance of others by her beha-
vior. 
I Patient 12 expressed her fear of having to come to the 
I 
1 hospital and was upset by some of the medical tests. I I Patient 16 felt that no one cared for him in the 
! 
I 
1 except the social worker. 
I 
i 
I 
hospital! 
Patient 20 previously had a long standing fear of hospi- I 
I 
was dissolved during this particular hos I i tals which, however, 
'r' . t 1· t· pl. a J.Za J.On. 
I The only concern of four of the patients seemed to be 
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their hospital bills. II 
It can thus be seen that only five, or one fourth of the 1 
patients were recorded as having directly expressed positive 
These were primarily of confidence in their physi-
cians and the hospital in general. 
predetermined fear of hospitals. 
Two of the patients had a I 
One patient did not feel thel 
hospital was interested in him as a person. Two patients onl 
Feel- 1 
ings of four of the patients were not recorded, and two of th 
1
1 
patients were disoriented. Four of the patients seemed con-
11 
tolerated the hospitalizationwith negative feelings. 
il 
In view of the fact that only five of the patients could I 
cerned only with their bills. 
' directly express positive feelings toward the hospital, it I 
appears that a further exploration of this issue in general b~ 
the medical social worker would be an iillportant goal. The I 
feelings of the patients toward their hospitalization might be 
a factor in their motivation to get well, and an exploration 
of their attitudes could help bring to light and subsequently~ 
clarify any misunderstandings and fears that would prevent ad 
justment. 
Patients' Attitudes Toward Social Workers 
In order to be of maximum assistance, it is important 
that the social workers be aware of the patients' feelings 
toward them. The manner in which the patient sees the role 
the social worker will also affect the nature of the casework 
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I 
'I 
' 
f relationship and the therapeutic results. 
II 
II 
il 
II 
Ten of the patients expressed positive feelings toward 
their social workers. They appreciated the opportunity to 
express their feelings, e&pecially those concerned with their 
illnesses. They saw the social worker as a helping person, !i 
" 
'I 
1 who gave them confidence by the chance to talk about some of 
I 
I! 
I 
the things that had been on their minds. They responded ea- jl 
!' gerly to her interest and were greatly encouraged by this. 
The social workers had no direct contact with three of 
the patients due to their physical conditions. 
Patient 5 was at first timid with his social worker. As 
' 
he became surer of himself, he began to look forward to the 
visits of the social worker and was pleased by this. ,I ri 
I 
The social worker felt that patient 6, although coopera-1 
' tive, was condescending and only tolerated her. The worker rl 
felt that basically the patient did care, but that his bitter~ 
ness and resentment prevented expression of this. II 
Patient 9 had been deeply attached to a former social 
worker in one of the hospital's clinics. The transference to~~ 
the present social worker was accordingly very difficult; how 
' 
ever, by the end of the hospitalization, the patient was morel!' 
positive in her relationship with her new social worker. Ill 
Patients 10 and 12 were excessively dependent on their 
social workers. 
Patient 17 saw everyone associated with the hospital as 
I 
I 
hostile and punishing. The social worker felt that patient 19 
could either take her or leave her. 
It can be seen that half of the patients in this study Jl 
directly expressed positive feelings toward their social work 
ers and appreciated the opportunity to talk of their illness. 
They responded eagerly to the emotional support given them by 
the so~ial worker, and saw her as a helping person in this 
regard. The remaining patients expressed only varying degree 
of confidence in their social workers, ranging from initial 
timidity to not caring at all. 
Patients' Attitudes Toward the Plan 
The patient's attitude toward the recommended treatment 
I 
I 
II 
I 
I 
plan is a large factor in understanding his future ad,justmentJ' 
I We must be aware of the patient's feelings toward the recom- 1 
mendations, and how this relates to his own ideas and desires 1j 
for convalescence. 
Patient 1 expressed the desire to be able to obtain some 
type of part tiEe work if her symptoms should improve. She 
was discharged home. Patients 2 and 4 were also discharged 
home. 
Patient 5 was referred to a chronic hospital. The pa-
tient was initially apprehensive about leaving the hospital 
as he felt secure there. He later appeared anxious for re-
habilitation at the chronic hospital. 
Patient 6 was discharged to his son's home for conva-
I 
II 
I 
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lescence. The patient's largest problem was having to face 
retirement, which to him appeared to be the equivalent of 
death. 
Patient 7 was discharged to her daughter's home, and al- j 
though she felt she was interfering and was a nuisance to her 
children, could accept this convalescence with her daughter. 
at a 
I 
It had been arranged for patient 8 to convalesce 
nursing home, but such plans had to be cancelled when 
tient developed an infection just prior to discharge. 
the pa- I 
The 
patient felt that since he had good insurance coverage, he 
II 
il 
I would prefer to remain in the hospital until he was well 
I 
enough to return home. This the patient did and was late;r 
discharged home. 
Patient 9 was discharged to a friend's home, with whom 
I she was living prior to hospitalization. I 
Patient 10 expressed concern about living alone and her I 
ability to care for herself, yet rejected a nursing home on I 
the basis that she could not afford this. She would not con-I 
[I 
sider accepting outside help. 
A nursing home was recommended for patient 11, but he 
' preferred to go home first, pending the completion of such 
arrangements. He demonstrated an intense need to be indepen-
dent. 
Patient 12 was discharged to her duughter's home. She I 
expressed a fear of dependency and hated to burden her family, I 
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I 
'I yet longed to be taken care of when she could recognize that 
she could no longer live alone. I 
Patient 14 was referred to a chronic hospital for intense! 
I 
II 
physical therapy and was discharged home pending acceptance 
for treatment there. 
Chronic hospitalization was recommended for patient 15, 
but the patient preferred to make regular clinic visits back 
to the hospital rather than to enter the chronic hospital. 
Patient 16 initially disliked the idea of post-hospital-
ization convalescence at a recuperative center; however, upon 
discharge, seemed more cheerful and responsive to the plan. 
Patient 17 vascillated between returning to his own room 
and going to a convalescent home. He later agreed to go to 
the convalescent home for his own benefit. 
Patient 18, an amputee discharged home, initially feared 
walking on crutches, as an older sister of hers had fallen 
while learning to do the same. After verbalizing this fear 
! to the social worker, the patient was soon able to walk with 
crutches and carry out the treatment plan. 
Patient 19, discharged home, was referred for psychia-
tric treatment on an outpatient basis. 
through with these plans, only with the 
The patient did follo 
encouragement of her I 
! 
daughter who accompanied her to each visit. 
X-ray treatment was recommended for patient 20 and ar-
rangements were made for this. It was difficult to determine 
I 
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i! 
if the patient fully understood the need for such treatment. 
The predominant feeling noted here was that of an in-
tense need on the part of the patients to remain independent, 1i 
;I 
especially of family assistance. Most of the patients did, ·! 
i however, recognize the limitations imposed upon them by their'! 
II 
illnesses and were able to make some adjustment in regard to il 
,, 
:; 
receiving outside help. This was accomplished either by con-,~ 
! 
tinued care from the family or by more intensive care through li 
the services of a chronic hospital or nursing home. The de-
cision to accept such help appeared to be the most difficult 
for the patient. The issue of dependency has best been de-
scribed by W~nna Field. 
Dependency is a part of aging. The older person in 
the hospital may be reduced to a complete feeling 
of helplessness and dependence on others by virtue 
of what the hospital must do for him in order to 
help him. It becomes our task to help the patient 
become dependent in order to derive the maximum 
possible benefit from the medical treatment avail-
able. How to help the patient do this without sur-
rendering his individuality is the differential be-
tween treating sickness and treating people.2 
Families' Attitudes Toward Illness 
The attitudes of the families toward the illness as well', 
:i 
;i 
as toward the hospital, the social worker, and the plan often;: 
greatly affect their cooperation in the total treatment 
li 
plan. :I 
! An evaluation of these attitudes gives the medical social 
" " 'I 
!j ,, 
2Minna Field, "Medical Social Work for The Aged," Read- il 
in~s in the Theory and Practice of Medical Social Work, pp. 
1
!!' 
26 -265. 
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' 
worker some indication as to how and where she might be of 
the greatest assistance to them. 
The families of the patients were not seen in four cases ~i 
No specific feelings were mentioned in three of the cases. 
The families of three patients appeared very devoted to 
the patients and seemed to have an intelligent understanding 
of the illness. 
The families of three patients were very upset and con-
cerned about the medical conditions of the patients. These 
were patients whose illnesses were the most severe. 
The wife of patient 5, an intelligent and courageous 
woman, sometimes became anxious as to whether she would be 
able to understand the speech of her husband, which had be-
come organically impaired. 
The daughter of patient 10 seemed disinterested and a 
history of strained relationships existed here. 
Patient 11, who had no close family of his own, was fre- i 
quently visited by a young teen-age boy who had come to know :! 
•' 
the patient through his own family. The boy seemed frightened: 
by the patient's illness, and accordingly attempted to deny 
the seriousness of the situation when talking about it. 
The relatives of patient 17 were very negative, suspi-
cious and uncooperative people who fought over the patient 
only because of the latter's money. 
The daughter of patient 19 had very little real under-
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standing of her mother's problems, and felt frustrated over 
not knowing what to do. 
With the exception of three families, it appeared that 
- -:: ----· --~----. 
in the majority of cases seen, the patients' families did not 
have a clear understanding of the meaning of the patient's 
illness and reacted with anxiety, fear, and frustration. In 
two cases, a history of strained family relationships existed 
previously. 
The old are too often regarded as a heavy burden on 
the finances and emotions of the family group, and 
as a result they become the objects either of open 
antagonism or of suppressed and subtle ill-will.3 
Feelings such as these could prevent cooperative plan-
ning for the patient and impede the treatment plan. This 
might be an indication to the medical social worker that earl~ 
contact be made with the family, when possible, and that sup-
portive interest be maintained with them as well as with the 
patient. 
Families' Attitudes Toward the Hospital 
With the exception of the two families discussed in the 
previous section, the remaining families all had positive 
feelings toward the hospital and its staff. The predominant 
feelings were those of gratitude and appreciation. 
Families' Attitudes Toward the Social Workers 
The main feeling held toward the social workers by the 
members of the patients' families was one of appreciation for •• 
····- ·----
--- ---
the opportunity to discuss planning for the patient. Many 
families felt relieved and more at ease by sharing their 
fears, questions, and general anxiety about the medical situ-.· 
ation of the patients with the social workers. They respond~ 
eagerly to the supportive interest extended them by the social 
workers and were grateful for this emotional support. 
Families' Attitudes Toward the Plan 
As mentioned earlier, the families of four of the pa-
tients were not seen at all. The feelings of six of the fa-
milies were not mentioned in regard to planning. 
The families of three patients felt they could care for 
the patients at home and wanted to try it. The fa1Lilies of 
two patients wanted to be able to take care of the patients 
at home, but were also able to recognize that the patients 
required more care than they could give them at home and thus 
accepted chronic hospitalization for them. 
The family of patient 7 wanted the patient with them. 
They did get a small apartment for the patient near them, for : 
when the patient would be well ehough, since the patient did 
want to live alone when better. 
The sister of patient 14 was reluctant to take responsi- · 
biliby for the patient at home, but did so pending the pa-
tient's acceptance for further treatment at a chronic hospi-
tal. 
The son of patient 16 regularly kept in contact with the '; 
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social worker by mail because of geographic limitations. He 
was most willing to help and interested in his father's future,: 
i 
care, and sent money to cover the cost of the patient's con-
valescence at a nursing home. 
The daughter of patient 19 was accepting of the referral 
for psychiatric help for her mother. 
In general, the families' attitudes toward the plan was 
positive and accepting, although in some cases, in need of 
clarification as to the limitations of the illness. 
Summary 
It was seen that the attitudes of the patients toward 
their illnesses varied accordingly to the specific illness. 
The most common reactions were those of fear, discouragement,;! 
and anxiety. Only five patients in the study were recorded 
as having positive feelings toward the hospital and its staff. '1 
Feelings of six of the patients were not described and four 
of the patients seemed concerned only with their bills. Two 
patients had a predeternoined fear of hospitals, two patients 
had negative feelings, and one patient did not feel the hos-
pital was interested in him as a person. Half of the patients.! 
expressed positive feelings toward their social workers and 
were grateful for the emotional support. The remaining pa-
tients expressed only varying degrees of confidence. The 
dominant feeling of the patients toward the recommended 
' i pre-:j 
,, 
treatment plan was generally acceptance. The data illustrated 11 
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an intense need on the part of the patients to remain inde-
pendent, especially of family assistance. Most of the pa-
tients recognized the limitations imposed upon them by their 
illnesses, and were able to make some adjustment in regard to 
receiving outside help upon discharge. This was by continued' 
care from the family or by more intensive care through the 
services of a nursing home or chronic hospital. 
It appeared that in the majority of the cases seen, the 
families of the patients, though interested, did not have a 
clear understanding of the meaning of illness. With the ex-
ception of two families, the remaining had positive feelings 
toward the hospital and its staff. The majority of the fami- ' 
lies also appreciated the opportunity to talk with the social 
worker about planning. The families' attitudes toward the 
treatment plan was generally positive. 
!I 
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CHAPTER V 
CASEWORK TECHNIQUES AND ACTIVITY 
Introduction 
This chapter will describe the specific casework tech-
niques employed in working with these patients as well as the 
casework activity involved. Three casework techniques were 
noted to be used by the social workers in this study: the 
techniques of enviro=ental modification, psychological sup-
port, and clarification. These casework techniques are de-
fined by Florence Hollis as follows: 1 
1. Enviro=ental modification refers to 11 ••• steps 
taken by the caseworker to change the enviro=ent in the eli-
ent's favor by the worker's direct action." These steps in-
clude a wide variety of activities and are "all modifications 
of the physical or social and human enviro=ent of the eli-
ent. II • • 
lr· 
' 
2. Psychological support consists of " • • • encouraging : 
the client to talk freely and express his feelings about his 
situation; expressing sympathetic understanding of the eli-
ent's feelings and acceptance of his behavior; indication of 
the caseworker's interest in the client, •• All of these 
are designed to relieve anxiety and feelings of guilt, and to 
1Florence Hollis, "The Techniques of Casework," Journal 
of Social Casework, vol. 30 (June, 1949), pp. 235-244. 
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promote the client's conficence in his ability to handle his 
situation adequately." 
3. Clarification usually accompanies psychological sup-
port and is aimed toward an " • • • understanding by the cli-
ent of himself, his environment, and/or people with whom he is . 
associated. It is directed toward increasing the ego's abil- .: 
ity to see external realities more clearly and to understand 
the client's own emotions, attitudes, and behavior." 
Environmental Il'lodification 
The technique of environmental modification was used in 
fifteen of the twenty cases studied. Table 15 illustrates 
the type and frequency of environmental services given. 
TABLE 15 
TYPE AND FREQUENCY OF ENVIRONMENTAL SERVICES 
Type of Service 
Referrals 
Veterans services 
NECH credit office 
Family service 
Psychiatric care 
Public assistance 
Rentals 
Hospital bed 
Oxygen equipment 
Continued medical care 
Chronic hospital 
Nursing and convalescent homes 
Hospital clinic, X-ray treatment 
Use of Social Service funds 
Total 
Number of Instances 
2 
2 
3 
1 
1 
1 
1 
3 
4 
1 
__2 
22 
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Two patients were referred to Veterans Services for fi-
nancial assistance. Two patients were referred to the hospi-
tal credit office for review of their financial situation to 
evaluate whether an adjustment could be made. Social Service· 
funds were used to pay for taxi transporation for one patient~· 
for part of nursing home rates for another patient,. and for 
the rental of oxygen equipment for a third patient. 
Psychological Support 
The technique of psychological support was used in all 
of the cases seen, both with the patient and his family. The 
understanding, acceptance, and reassurance given the patient 
and his family by the medical social worker has well been re- · 
cognized as an important part of the treatment plan. As seen· 
earlier, the most common reactions of patients toward their 
illnesses were those of fear, discouragement, and anxiety 
about the physical limitations and burdens of their illnesses. 
Through the warm supportive understanding and interest exten-· 
ded the patient, many of these fears and anxieties were dilu-
ted. Patients were encouraged to give expression of their 
feelings and verbalized the gratitude and relief for the op-
portunity to share these feelings with someone in the hospi-
tal they could feel really cared about them. An example of 
this is the patient who felt that no one in the hospital 
really cared for him as a person. As a result the patient 
was depressed and discouraged. Through the supportive 
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interest of the social worker and the patient's good progno-
' il ]I 
I 
sis, the patient was,, _however, able to make a good medical 
and emotional adjustment. 
The families of the patients similarly found the oppor- I 
tunity to share many of their questions, doubts, and anxie-
ties about the illness and what to do quite helpful. 
One of the main functions of the medical social worker 
is interpretation, a function in itself which also gives much 
psychological support to the patient and his family. She 
acts as a liaison between the patient and his physician, the II 
ll,l family and the physician, and the patient and the community. \ 
She helps the patient to understand his illness and to carry 
II 
I 
Ill 
I 
I, 
out the medical recommendations. She can seek out the emo-
tional problems which can frequently be a barrier to the car-
rying out of the treatment plan. She is also of great sup-
port to the family in their attempt to follow the medical re-
commendations for the patient, as well as in their understan~ 
Both the patient and his ~~ 
family are similarly aided by the medical social worker in I: 
ing of the implications of illness. 
the support she gives them by her interpretation to outside I 
social agencies or other hospitals when further resources are I 
needed to complete the plan. 
Clarification 
The technique of clarification was also used to varying 
extents, along with the psychological support given the 
I 
I 
j 
I 
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patient and his family. 
I 
This technique was employed most fr~i 
!I 
quently in helping the patient and his family to make the bestjl 
il plan possible with the resources available. Clarification 
' 
II 
directing the patient and his family toward the proper commu- ' 
was needed most in regard to the meaning of illness and its 
implications for future adjustment. It was also helpful in 
rl ni ty agency' such as in one case where the family was direc-
1 
II 
I 
ted to Veterans Services for financial assistance. Clarifi-
cation also serves to help the family with their feelings 
about their role in the total treatment plan, such as in those 
cases where the families were ambivalent about their ability 
to care for the patient. Some families needed to be helped 
to see that the patient required more care than they alone 
could give them at home, and to accept, with the minimum of 
guilt possible, an alternative plan such as nursing home or 
chronic hospital placement. Others needed clarification in 
terms of the diagnosis and treatment so tha~ medically per-
missible, they could care for the patient at home. 
Insight Development 
A fourth casework technique described by I~ss Hollis, 
insight development, did not appear to be a primary technique 
employed by the social workers of the patients in this study. 
Perhaps an explanation of the absence of this as a primary 
technique may be attributed to the influence of the limiting 
time factor for discharge planning in a hospital, as well as 
I 
' 
II 
'I II 
!! 
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the nature of the problems encountered within this setting. 
It must be recognized, however, that some degree of in-
sight by both the patient and his family was achieved, but 
this was brought about mainly through the use of the other 
casework techniques. For example, in one instance, insight 
was given a patient as to why she was experiencing difficulty 
in learning to walk with crutches. Through the intense psy- I 
chological support given her by the social worker, the pa- I! 
tient was able to achieve this insight and overcome her fears I 
about approaching this new task. 
this study were environmental modification, psychological 
support, and clarification. The latter two techniques were 
used with all of the patients and families seen. The enviro 
mental services given were geared to the patient's individual!! 
needs. 
I A fourth technique, insight development, was not used asl 
a major technique, yet some insight as to the meaning of ill-
ness and its implications was, of course, achieved through 
the utilization of psychological support and clarification. 
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CHAPTER VI 
SUMMARY AND CONCLUSIONS 
The general purpose of this study was to obtain greater 
knowledge about our geriatric population as seen by the pa-
i tients in the New England Center Hospital. It sought to ob-
tain this information by describing the geriatric patient 
from a three-dimensional point of view: an analysis of the 
social, medical, and emotional factors, as well as to descrfre 
the role of the medical social worker. To obtain this infor-
mation, the focus of the study was on the following objec-
tives: 
1. To describe the medical and social factors involved 
in treatment and planning for the geriatric patient. 
2. To describe the meaning of illness to the patient. 
' 3. To describe the role and attitudes of the family in 
1
1 
the total treatment plan. 
I 4-. •:ro describe the role of the medical social worker. 
II This study was based upon analysis of twenty patients, 
II 
II 
I 
:I 
I 
·I 
l 
! 
I 
aged sixty-five and over, known to the Social Service Depart-
ment of the New England Center Hospital, who were evaluated I 
Jl against a schedule devised to elicit the above information. ! 
[
1 
The identifying data included information on age, sex, reli- 11 
gion, nationality, and marital status. ·The socio-economic 
I 
information included the living conditions, living arrange-
ments, occupation, and source of income of the patients. The 
II 
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medical factors studied included the medical service, medical 'I 
diagnosis, prognosis, stage of disease, physical condition, 
medical recommendations, length of hospitalization, and re-
ferral to Social Service. The emotional factors studied de-
scribed the patients' and families' understanding of and at-
titudes toward the illness, the hospital, the medical social 
worker, and the plan. The role of the medical social worker 
was described in terms of the specific casework techniques 
employed and the services given. 
The age of the patients studied ranged from sixty-five 
to eighty-one. The largest number of patients seen were be-
tween the ages of sixty-five and seventy-four. The average 
age of the patient in this Salliple was seventy-one. Of the 
twenty patients studied, eleven were males and nine were fe-
males. Thirty-five per cent of the patients were married and 
thirty-five per cent were widowed. The remaining thirty per 
cent were single and divorced. 
The majority of the patients lived in an apartment and 
the next largest group lived in their own homes. The largest 
number of patients lived alone prior to hospitalization, and 
the second largest group lived with their respective spouses. 
With the exception of two cases, the family relationsnips, 
despite the living arrangements, were generally positive. 
All of the patients were retired and at home with the excep-
tion of two male patients who had a job prior to hospitaliza-
tion. 
Over fifty per cent of the patients were recipients of 
Social Security; however, most of these patients had either 
small savings or a pension to supplement this. Only one pa-
tient in this study was a recipient of Public Assistance. 
Two of the patients received a small income from their jobs, 
two received pensions, and three patients had to rely on fa-
mily support. 
Thus, the analysis of the first dimension, the social, 
in the understanding of the patient as a person, indicated 
that the geriatric patient in this study is probably a lonely 
person, living alone, with a small but regular source of in-
come. His economic status, however, is likely to be upset by 
the rising costs of medical care. Repeated hospitalizations 
for the geriatric person, which statistics illustrate can be 
expected for people of this age, can therefore disrupt what- 1 
ever social and economic security they may have. An early 
evaluation of these factors should, therefore, be an important 
step in the development of the total treatment plan. 
The data on the second dimension, the medical factors, 
certainly agreed with the literature, which states that the 
geriatric patient suffers from a prolonged illness and will 
probably require repeated hospitalizations. The majority of 
the patients had a guarded prognosis and all of the patients 
studied had a chrnoic disease or illness. Upon discharge 
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from the hospital, eleven patients were ambulatory, five pa-
tients were on a bed and chair regime, and four patients were 
confined to their beds. Although fifteen of the patients 
were able to be discharged home, every one of them was still 
under some type of medical care, either by return follow-up 
clinic visits or on specific medications. One patient was 
required to remain in bed at home, under the supervision of 
the visiting nurse. Another patient had already been sche-
duled to return for surgery at a later date. One patient was 
referred for psychiatric treatment on an out-patient basis. 
Three patients were discharged to chronic hospitals and two 
patients went to nursing homes. The length of hospitaliza-
tion ranged from four to fifty-six days, and the average stay 
in the hospital was twenty-one days or three weeks. 
The majority of the patients studied were referred to 
Social Service by the hospital physician for assistance in 
planning with both the patient and his family. 
The third dimension in the study described the emotional 
factors involved in planning. It was seen that the attitudes 
of the patients toward their illnesses varied accordingly to 
the specific illnesses. The most common reactions were those 
of fear, discouragement, and anxiety. There was a lack of 
discussion in the social case records of the patients' feel-
ings toward the hospital; therefore, an evaluation of this 
item'has limited validity. Only five of the patients in this 
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study were recorded as having positive feelings toward the 
hospital and its staff. The feelings of six of the patients 
weren't described, and four of the patients seemed concerned 
only with their hospital bills. Two patients had a predeter-
mined fear of hospitals, two patients had negative feelings, 
and one patient did not feel the hospital was interested in 
him as a person. 
Half of the patients expressed extremely positive feel-
ings toward their social workers and appreciated the opportu-
nity to share their anxieties and express their feelings 
about their illness. The remaining patients expressed only 
varying degrees of confidence in their social workers, rang-
ing from initial timidity to not caring at all. 
The predominant feeling of the patients toward the re-
commended post-hospitalization plan was generally that of ac-
ceptance. The data indicated that there was an intense need 
on the part of the patients to remain independent in the 
planning, especially of family assistance. Many of the pa-
tients recognized the limitations imposed upon them by their 
illness and were able to make some adjustment in regard to 
receiving outside help upon discharge from the hospital. 
This was by continued care from the falliily or by more inten-
sive care through the services of a nursing home or chronic 
hospital. The decision to accept such help, however, was the 
most difficult for the patients. This indicates that one of 
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the factors in a successful treatment plan may very well be 
helping the patient to accept the kind of dependency that wil 
be essential to his physical well-being. 
It appeared that in the majority of cases seen, the fa-
milies, though interested, did not have a clear understanding 
of the meaning of illness. They reacted with anxiety as to 
their ability to cope with the situation. A history of 
strained family relavionships existed in two of the cases. 
With the exception of two families who were disinteres-
ted, the remaining had positive feelings toward the hospital 
and its staff. These were feelings of gratitude and appreci-
ation. The majority of families also appreciated the oppor-
tunity to talk with the social workers and looked to them for, 
emotional support as well as for assistance in planning. 
The families' attitudes toward the recommended treatment 1 
plan were generally positive and accepting. In two instances, 
the families had to be helped to see that they would not be 
able to give the patients the care they needed, so as to en-
able them to accept chronic hospitalization for the patients 
with the minimum of guilt. lYcost of the families accepted the 
discharge plan and followed through with the recommendations. 
The primary casework techniques employed by the medical 
social workers in this study were environmental modification, 
psychological support, and clarification. The latter two 
techniques were used with all of t:1e patients and families 
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seen. The environmental services were geared to the patients' 
particular needs. A fourth technique, insighc development, 
was not used as a primary technique with a~y of the patients. 
This was probably due to the fact that the type of problems 
patients present in a hospital, plus the limitations of time, 
make the other techniques more suitable for use by the medical 
social worker. This is not to negate the fact, however, that 
some degree of insight as to the meaning of illness and its 
implications was achieved through utilization of clarificatioJ 
and psychological support. I 
In conclusion, it was seen that the three-dimensional I 
approach to the study of the geriatric patient greatly in-
creases one's understanding of the patient as a person. Con-
sideration of the social, medical, and emotional components 
of illness aids in the promotion of a more fully integrated 
and coordinated treatment plan, that will be of maximum bene-
fit to the patient. The medical social worker must employ 
her professional skills and knowledge of these factors in 
dealing with the patient, his fan:ily, and his physician, so as 
to ultimately enable the patient to both cope with his present 
illness and plan for the future with the minimum of stress 
possible. 
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APPENDIX B 
SCHEDUlE 
I IDENTIFYING INFCRW.TION 
Name 
=------
.C.ddress -------
Sex--------~ge 
--------
TI Sncrn ~r.OlllOMIC DIFffiMATION 
A. Living Arrangements 
1. Alone ----------2. Spouse 
3 • Spouse -=-a-nd.,.-th"'~"'iroir-:d"'r,..e"""n ___ _ 
h. r.hildren --------5. Relative ________ _ 
6. other 
----------
B. Living Conditions 
1. t,partment ---------
2. Own home 3. Boarding "'h-om_e _____ _ 
h. other----------
c. Occupation (Describe) 
Do Socia - Economic Income 
lo Job Income--------
2. Savings=--:=------
3. Family Support------
h. 111'elfare 
s. Social se~c""ur""""iTty..,.------
6. 'Pension 
1. Insuranc~e----------
8. other 
----------
R. Family Relationships (Describe) 
III MF!l ICP L INFOUW. TION 
1~. Diagnosis 
lo Service---------
2. Acute -"'c&=o:-:n"'ir-:c:------
B. Secondary-rrfagnosis 
Hospital No.-------
Nationality -------
Religion 
Marital S'7t~at~u=-=s------
c. 'PI"ognosis 
D. Recommenda=o:-:n:------------
F.. Length of Hospitalization:,_ _____ _ 
F. Physical Condition 
Bed Bed and Chair Ambulatory 
G. Recommendation upon DISCharge 
----
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l1T RF.FF.RRJ.L TO SOCIP.L SERVICE 
i 1 • Source 
B, Reason 
V. F.W)riONn FJ\CTCRS(DESCRIBE) 
- 2 ,;. 
A. Patient's understanding of and attitude towartt 
lo Tilness 
2. Hospital 
3. Social Worker 
L. Plan 
B. Family's understanding of and attitude toward: 
1. Tilness 
2. Hospital 
3. Social Wbrker 
u. 'Plan 
64 
Name t 
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VI CASF.1"T'RK t,CTl"VrrY ~ND SPRCIFIC TF.CIDTIOTJF.:S 
A. Activity (Describe) 
1. Disposition 
2. 1'ersonal 'Physical Care 
3. Financial Aid 
u. Medical Services 
5. Community tgencies 
6. Family Contacts 
1"~ .Sources of Information 
8. other 
9. Problems met in Planning 
B. Specific Techniques 
1. Environmental Modification 
2. Psychological Support 
3. Clarification 
u. Insight 
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